Chronic liver disease is associated with significant morbidity and mortality, and is one of the major burdens for health care systems. Several scoring systems are available to evaluate the severity of chronic liver disease [1] ; these include the well-known and popular Child-Turcotte-Pugh (CTP) score [2] and the recently established MELD scoring system [3] .These scoring systems largely depend on symptoms, signs and laboratory investigations related to the disease. Though many symptoms and signs of chronic liver disease, such as ascites and encephalopathy, may be directly troublesome to patients, laboratory abnormalities such as those in serum albumin and prothrombin time may not be so. Furthermore, several other disabilities that are not included in these scoring systems may trouble the patients more. Patient-reported outcomes are considered more important in assessment of health outcomes. Thus, a holistic system to evaluate the health and well-being from the patient's perspective is of utmost importance [4] . Considering these issues, determining overall quality of life (QOL) is of considerable importance in outcome assessment of chronic diseases [5] .
Health-related QOL (HRQL) is often regarded in terms of how QOL is adversely affected by debilitating chronic disease processes. Researchers at the University of Toronto's Quality of Life Research Unit define QOL as "the degree to which a person enjoys the important possibilities of his or her life." While QOL has long been an explicit or implicit policy goal, an adequate definition and an accurate measurement tool have been elusive [6] . HRQL has been generally described as how well individuals function in daily lives and their own perception of well-being in physical, psychological and social aspects. Instruments used to measure HRQL are broadly of two types: generic and disease-specific [7] .
Generic instruments cover the common but important health aspects, and are used to assess and compare HRQL across different health conditions [7] . SF-36 is a popular generic instrument for assessment of HRQL. It consists of eight scaled scores, which are the weighted sums of responses to questions contained in a particular section. Each scale is directly transformed into a 0-100 scale on the assumption that each question carries equal weight. The eight sections include vitality, physical functioning, bodily pain, general health perception, physical, emotional and social role functioning, and mental health [7, 8] . In contrast, disease-specific instruments are designed to reflect unique problems most relevant to a particular disease and evaluation of its outcome [7] . Therefore, disease-specific instruments are expected to be more precise and sensitive to pickup changes in HRQL, compared to generic instruments [7, 8] . Each question for assessment of HRQL, however, has to be adapted to the local population where it is being employed, according to the language, local interpretation of various terminology, lifestyle of the population, and sociocultural and economic issues [9] .
Several disease-specific HRQL questionnaires have been developed assessment in specific diseases; [10] [11] [12] [13] the chronic liver disease questionnaire (CLDQ) assesses QOL in patients with chronic liver disease [14] . In this issue of the Journal, Ray et al, from the eastern part of India, have reported a study on CLDQ assessment of patients with chronic liver disease using a Bengali translation of CLDQ [15] . This translation of CLDQ was found to be reliable.
The authors are to be congratulated in their effort to translate and validate the CLDQ into Bengali, the language spoken by several million people in South Asia, ranking sixth in the list of languages most spoken in the world. Cross-cultural adaptation of an HRQL instrument developed in a different country and in a different language requires attention to two components, viz., a combination of literal translation of individual words and sentences from one language to another and an adaptation with regard to idiom, cultural context and lifestyle. Detailed guidelines have been developed for such cross-cultural adaptation of HRQL measures [9] , and it is heartening to note that the authors took care to follow the methodology suggested for development of such a QOL measure.
However, some analytical issues can be raised about the paper. One of the authors' objectives in developing a relevant QOL measure was to understand the impact of socioeconomic factors, etiology, disease severity and complications on QOL of patients with chronic liver disease. Unfortunately, the sample size was small to answer these questions. Only 12 patients had cryptogenic cirrhosis and 7 had cirrhosis due to causes other than alcohol, hepatitis B and C! Of 31 patients with alcoholic cirrhosis, none, 21 and 10 were in Child's A, B and C classes, respectively. Similarly, the numbers of women and elderly patients (≥55 years old) were also limited. Conclusions based on such small sample sizes are fraught with risk of statistical errors.
Moreover, possibly because of the limitation imposed by small sample size, the authors performed only univariate analyses; a multivariate regression-based analysis was needed to understand the independent impact of each variable on QOL in patients with chronic liver disease, since many of these variables are likely to be highly correlated. For instance, patients with Child's C disease are more likely to have liver decompensation. Similarly, patients with more severe disease and those with history of decompensation are more likely to face financial burden of expensive investigations, treatment and repeated hospital admissions. Also, the issue of multiple comparisons has not been addressed; thus, some of the significant univariate associations may be invalid.
Another limitation, albeit in broader context, is the practical utility of this work. Busy clinicians in Bengalispeaking areas are unlikely to incorporate a cumbersome QOL measure into their clinical consideration, unless such measures are clearly shown to be helpful in guiding clinical decision making and improving patient care. If the authors of this paper wish that their validated Bengali QOL measure should not languish in the academic domain, they will need to carry out larger studies aimed at demonstrating positive impact of such measures in guiding patient care.
Quality of life measures are crucial instruments in moving modern medicine from the realm of providerdriven interventions to patient-centric participatory medicine in which patients shift from being mere passengers to responsible drivers of their health. In this context, the effort by Ray et al is surely a welcome small but important step in the right direction.
"A journey of a thousand miles begins with a small step" -Lao Tzu, Chinese Founder of Taoism (570-490 BC)
